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Abstract
Purpose:  To  assess  the  evolution  of  acute  portal  vein  thrombosis  by  computed  tomography  (CT).
Patients and  methods:  Retrospective  single-centre  study  (2005—2011)  including  23  patients  who
had an  initial  CT  scan  and  a  CT  scan  during  the  ﬁrst  year.  The  analysis  compared  the  last  CT
scan available  with  that  of  the  initial  CT  scan.  Neoplastic  thrombosis,  extrinsic  compressions
and cavernomas  were  excluded.  All  patients  received  anticoagulant  treatment.
Results:  The  causes  included:  cirrhoses  (n  =  6),  blood  disorders  (n  =  4),  locoregional  inﬂamma-
tions and  infections  (n  =  8),  abdominal  surgery  (n  =  1).  The  thrombosis  was  idiopathic  in  4  cases.
After a  mean  follow-up  of  7.7  months,  7  patients  (30%)  beneﬁted  from  a  restitutio  ad  integrum
of the  portal  system,  a  stable  or  partially  regressive  thrombosis  was  noted  in  12  patients  (52%)
and an  aggravation  of  the  thrombosis  was  noted  in  4  patients  (18%).  In  the  sub-group  of  portal
vein thrombosis,  repermeabilisation  was  noted  in  37.5%  of  the  patients  (6/16)  and  6  cavernomas
developed.
Conclusion:  CT  monitoring  helps  follow  the  evolution  of  an  acute  portal  vein  thrombosis  and
demonstrates  complete  repermeabilisation  of  the  portal  vein  in  30%  of  the  patients.
© 2014  Éditions  françaises  de  radiologie.  Published  by  Elsevier  Masson  SAS.  All  rights  reserved.Abbreviations: CT, computed tomography; PACS, Picture Archiving and
vein; SMTerr, Splenomesenteric territory.
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Table  1  Description  of  the  population.
Parameters  Population  (n  =  23)
Age  (mean,  standard  deviation)  57  ±  16  years
Sex  [n  (%)]
Women  12  (52)
Men  11  (48)
Smokers  [n  (%)]
No  16  (70)
Current  4  (17)
Former  3  (13)
Aetiological  context  [n  (%)]
Cirrhosis  6  (26)
Locoregional  inﬂammation  or
infection
8  (35)
Locoregional  surgery  1  (5)
Blood  diseases  4  (17)
Idiopathic  4  (17)
Constitutional  thrombophilia
(n  =  15  patients  tested)
5 (33)a
a In the 5 patients, the constitutional thrombophilia was
associated with another aetiology.
c
h
l
a
h
(
h
(
c
F
c
a
a
f
a
•
•
•
s
a
a
280  
ntroduction
ortal  vein  thrombosis  is  a  rare,  although  serious  disease
hat  requires  specialised  emergency  care  [1,2].  The  mech-
nisms  of  obstruction  group  the  ﬁbrinocruoric  thrombus,
umoral  thrombi  and  extrinsic  compressions.  The  forma-
ion  of  a  ﬁbrinocruoric  thrombus  is  often  multi-factorial.
 general  prothrombotic  cause  or  a  combination  of  pro-
hrombotic  disorders  is  found  in  70%  of  the  cases  (malignant
lood  disease,  thrombophilia),  a  locoregional  cause  in  30%
f  the  cases  (cirrhosis,  locoregional  inﬂammation  and  infec-
ion,  locoregional  surgery)  [3,4].  Sometimes  the  cause  is
ot  identiﬁed  and  the  thrombosis  is  considered  to  be  idio-
athic  [3].  The  occurrence  of  a  thrombus  in  the  portal
ystem  increases  the  venous  pressure  and  the  immediate
isk  of  evolution,  according  to  the  thrombosed  territory,
s  the  occurrence  of  mesenteric  infarction,  splenic  infarc-
ion  and  more  rarely  colonic  infarction  [5,6].  The  risk  of
volution  depends  on  the  disorder  responsible  for  the  throm-
osis,  any  possible  recurrence  and  the  occurrence  of  portal
ein  hypertension.  The  treatment  is  based  on  effective  anti-
oagulation.  Without  lysis  of  the  thrombus,  the  patient  is
xposed  to  the  occurrence  of  a  portal  cavernoma,  portal
ypertension,  recurrent  thromboses  and  obstructive  biliopa-
hy  [7,8].  The  initial  clinical  picture  is  non-speciﬁc  and
he  diagnosis  is  based  on  an  abdominal-pelvic  CT  scan.
he  anatomical-radiological  outcome  is  poorly  known.  A
ecent  study  [9]  showed  that  repermeabilisation  of  the  por-
al  system  was  possible.  However,  patients  with  cirrhosis
ere  excluded  and  the  medical  imaging  technique  was  not
peciﬁed.
The  main  purpose  of  this  study  is  to  assess  the  outcome  of
hrombosis  of  the  portal  system  by  CT.  The  secondary  goal
s  to  describe  the  evolution  of  the  portal  vein  thrombosis
ccording  to  the  cause.
atients and methods
atients
etween  October  2005  and  October  2011,  61  patients
ere  admitted  to  our  teaching  hospital  for  the  treat-
ent  of  an  obstruction  of  the  portal  system.  The  patient
les  were  prospectively  colligated  during  the  ‘‘Portal
ein  Thrombosis’’  multi-disciplinary  meetings  including  the
epatogastroenterology,  Vascular  Medicine  and  Biological
aematology  departments.
The  criteria  for  inclusion  were:  thrombosis  of  the  por-
al  system  diagnosed  by  an  abdominal-pelvic  CT  scan  during
he  acute  phase  and  at  least  one  CT  scan  obtained  dur-
ng  the  ﬁrst  year  of  follow-up.  A  maximum  period  of  one
eek  between  the  admission  and  the  initial  CT  scan  was
ccepted.  The  criteria  for  exclusion  were:  tumoral  thrombus
12  patients  with  hepatocellular  carcinoma),  the  presence
f  a  cavernoma  on  the  initial  CT  scan  (16  patients)  and
n  extrinsic  compression  by  pseudo-cyst  of  the  pancreas  (1
atient).Patients  without  a  CT  scan  in  the  initial  phase  or  follow-
p  by  CT  were  not  included  (9  patients).
A  total  of  23  patients  were  included.  The  clinical  char-
cteristics  of  the  patients  (Table  1)  and  the  cause  were
d
s
aolligated  retrospectively.  Six  patients  had  cirrhosis  of  alco-
olic  (n  =  2)  or  metabolic  (n  =  4)  origin.  Eight  patients  had  a
ocoregional  inﬂammation  or  infection:  diverticulitis  (n  =  4),
cute  gastroenteritis  (n  =  1),  acute  pancreatitis  (n  =  1),
aemorrhagic  rectocolitis  (n  =  1),  mesenteric  panniculitis
n  = 1).  One  patient  had  pancreatic  surgery.  Four  patients
ad  a  blood  disease:  polycythemia  (n  =  1),  thrombocythemia
n  = 2)  or  monoclonal  gammopathy  of  undetermined  signiﬁ-
ance  (n  =  1).
Thrombophilia  was  searched  for  in  15  of  the  23  patients.
ive  patients  (22%)  had  constitutional  thrombophilia  (one
ombined  protein  C  and  protein  S  deﬁciency,  three
ntithrombin  deﬁciencies,  and  one  combined  antithrombin
nd  protein  C  deﬁciency).  The  constitutional  prothrombotic
actors  were,  in  this  study,  systematically  associated  with
nother  cause:
the  combined  protein  C  and  protein  S  deﬁciency  was  asso-
ciated  with  metabolic  cirrhosis;
the  antithrombin  deﬁciencies  were  associated  with  alco-
holic  cirrhosis,  haemorrhagic  rectocolitis  and  essential
thrombocythemia;
the  combined  antithrombin  and  protein  C  deﬁciency  was
associated  with  alcoholic  cirrhosis.
No  cases  of  thrombophilia  were  identiﬁed  as  the  exclu-
ive  cause  in  the  study.
All  patients  were  anticoagulated  with  an  effective  dose
s  soon  as  the  diagnosis  was  made,  initially  by  heparin  ther-
py  and  then  an  early  relay  by  vitamin  K  antagonists  (INR
—3).  All  patients  were  anticoagulated  with  an  effective
ose  between  the  ﬁrst  CT  scan  and  the  ﬁnal  follow-up  CT
can.
The  speciﬁc  care  of  the  causal  disease  was  system-
tic.
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CT examination
Acquisitions
The  examinations  were  carried  out  on  one  of  the  2  CT  scan-
ners  at  the  hospital:  Somatom  Sensation  64  and  Sensation  16
(Siemens,  Erlangen,  Germany).  The  acquisition  parameters
were:  thickness  of  the  slice  0.6—1.5  mm,  rotation  time  of
the  tube,  0.5  seconds;  120  kV;  pitch  1—1.2.  The  acquisition
was  obtained  70  seconds  (portal  time)  after  the  intravenous
(IV)  injection  of  a  bolus  of  80  to  100  mL  of  iomeprol,  350  mg
I/mL  (Iomeron  350,  Bracco),  ﬂow  of  2.5  mL/s  via  an  18-gauge
catheter  placed  in  a  brachial  vein,  followed  by  the  injec-
tion  of  50  mL  of  isotonic  solution.  According  to  the  protocol
used  in  the  institution,  multiplanar  reconstructions  (MPR)  of
the  abdomen  were  obtained  in  the  axial,  sagittal  and  frontal
planes  with  a  slice  thickness  of  3  mm.  All  of  the  images  were
recorded  on  PACS  (Agfa,  Mortsel,  Belgium).
Analysis  of  the  CT  scans
A  junior  radiologist  and  a  senior  radiologist  with  respectively
2  and  20  years  of  experience  analysed  the  CT  scans.  In  case
of  discordance,  a  second  examination  was  carried  out  and  a
consensus  was  obtained.
The  diagnosis  of  ﬁbrinocruoric  thrombus  was  made  in  the
presence  of  a  hypodense  endoluminal  defect  in  one  or  sev-
eral  territories  of  the  portal  system,  surrounded  by  contrast
agent  in  the  case  of  an  incompletely  obstructive  thrombus.
The  radiologists  speciﬁed  the  territory  of  the  occlusion:
• portal  trunk  and  its  branches  (PT);
• superior  mesenteric  vein  (SMV);
• splenomesenteric  territory:  splenic  vein,  inferior  mesen-
teric  vein  and  common  trunk  (SMTerr).
The  existence  of  an  anatomical  variant  was  systemati-
cally  searched  for.
The  initial  CT  scan  was  the  one  carried  out  in  the  acute
phase.  The  ﬁnal  CT  scan  was  the  last  scan  available  during
the  ﬁrst  year  of  monitoring.  The  initial  CT  scan  was  then
compared  with  the  ﬁnal  CT  scan  and  the  patients  were  put
into  three  groups  according  to  the  results  of  this  comparison:
• ‘‘restitutio  ad  integrum’’  group  if  all  of  the  territories
were  free  of  thrombi  in  the  ﬁnal  CT  scan;
• ‘‘intermediate’’  group  if  the  degree  of  obstruction  on  the
ﬁnal  CT  scan  was  stable  or  only  partially  regressed  with
respect  to  the  initial  CT  scan;
• ‘‘aggravation’’  group  if  there  was  an  extension  of  the
thrombus  in  the  same  territory  or  if  a  new  thrombus
appeared  in  another  territory.
Statistical  analysis
The  quantitative  variables  were  expressed  by  mean  and
standard  deviation  (±).
Results
The  analysis  involved  23  pairs  of  CT  scans  and  all  of  them
were  analysable.  The  mean  time  between  the  initial  CT  scan
and  the  ﬁnal  CT  scan  was  7.7  months  (±4.41).  The  ﬁnal  CT
scan  was  carried  out  during  the  ﬁrst  6  months  for  9  patients
(mean  time:  2.7  months,  ±1.73),  and  during  the  following
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 months  for  14  patients  (mean  time:  11  months,  ±1.36).
hree  CT  scans  out  of  the  46  analysed  gave  rise  to  discord-
nce  about  the  location  of  the  thrombosis.  A  consensus,
fter  re-examination,  was  obtained  in  these  three  cases.  No
natomical  variations  were  detected.
lobal analysis
he  location  of  the  thrombosed  territories  on  the  initial  CT
can  and  their  evolution  in  the  ﬁnal  CT  scan  are  provided  in
able  2. Figs.  1  and  2  respectively  illustrate  the  restitutio
d  integrum  of  a portal  vein  thrombosis  and  an  aggravation.
nalysis by territory
he  territories  involved  in  the  initial  CT  scan  were,  in
ecreasing  order,  the  superior  mesenteric  vein  (18  patients),
he  portal  trunk  (16  patients)  and  the  splenomesenteric  ter-
itory  (10  patients).
In  the  ﬁnal  CT  scan,  6  of  the  16  acute  thromboses
f  the  portal  trunk  were  repermeabilised.  The  portal
runk  remained  occluded  in  11  patients,  10  by  non-
epermeabilisation  and  1  by  secondary  extension  of  a
hrombus  of  the  splenomesenteric  conﬂuence.
The  venous  segment  most  often  occluded  in  the  ﬁnal  CT
can  was  the  superior  mesenteric  vein,  in  15  patients,  14
y  non-repermeabilisation  and  1  by  extension  of  the  throm-
us.  The  splenomesenteric  territory  remained  occluded  in
1  patients,  9  by  non-repermeabilisation  and  2  by  extension
f  the  thrombus.  The  table  summing  up  the  evolution  of  the
hrombus  between  the  initial  CT  scan  and  the  ﬁnal  CT  scan
n  the  three  territories  deﬁned  is  available  on-line  (Table  3).
inal outcome of the patients
mong  the  23  patients,  7 patients  (30%)  beneﬁted  from  a
estitutio  ad  integrum  of  the  portal  system,  12  patients
52%)  were  classiﬁed  in  the  ‘‘intermediate’’  group  and
ggravation  was  noted  in  4  patients  (18%).
The  aggravation  consisted  of  the  extension  of  the
hrombus  to  the  superior  mesenteric  vein  and  the
plenomesenteric  territory  in  one  patient,  extension  to  the
plenomesenteric  territory  in  one  patient,  extension  to  the
ortal  trunk  in  one  patient,  and  thrombosis  of  the  portosys-
emic  shunts  in  one  patient.
A  cavernoma  developed  in  6  of  the  10  patients  where
he  portal  trunk  remained  thrombosed  in  the  ﬁnal  CT  scan
Fig.  3).
volution of thromboses located at  the  portal
runk according to the aetiology
he  outcome  of  portal  vein  thromboses  according  to  the
etiological  context  is  provided  in  Table  4.  Lysis  of  the
hrombus  was  possible,  whatever  the  aetiology.  The  exist-
nce  of  thrombophilia  was  not  a  predictive  factor  for  the
bsence  of  repermeabilisation  in  the  5  patients  concerned
n  this  study.
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Table  2  Territories  impaired  in  the  23  patients  in  the  initial  CT  scan  and  evolution  in  the  ﬁnal  CT  scan.
Seat  of  the  thrombus  Initial  CT  (n  =  23) Evolution  over  the  ﬁnal  CT  (n  =  23)
Restitutio  ad  integrum Intermediate  Aggravation
PT  [n  (%)]  3  (13)  2  (10)  0  1  (4)a
SMV  [n  (%)] 2  (9) 1 (4) 1 (4)  0
SMTerr  [n  (%)] 1  (4) 0 1  (4) 0
PT  +  SMV  [n  (%)] 8  (35) 3  (13) 4  (17) 1 (4)b
PT  +  SMTerr  [n  (%)] 1  (4) 1 (4) 0 0
SMV  +  SMTerr  [n  (%)] 4  (17) 0  3  (13) 1 (4)c
PT  +  SMV  +  SMTerr  [n  (%)] 4  (17) 0  3  (13) 1 (4)d
Total  [n  (%)] 7/23  (30) 12/23  (52) 4/23  (18)
CT: scan; PT: portal trunk; SMV: superior mesenteric vein; SMTerr: splenomesenteric territory.
a Retroactive extension to the superior mesenteric vein and the splenomesenteric territory.
b Retroactive extension to the splenomesenteric territory.
c Anterograde extension to the portal trunk.
d Thrombosis of the systemic portal derivations.
Figure 1. Non-obstructive isolated thrombus of the portal trunk in the acute phase (arrow): (a) injected axial section and (b) coronal
section, acquisitions at portal time. During the follow-up, restitutio ad integrum without any visible thrombus at the portal trunk: (c)
injected coronal section, acquisition at portal time.
Computed  tomography  follow-up  of  acute  portal  vein  thrombosis  583
Figure 2. Non-obstructive thrombus of the superior mesenteric vein (arrow): (a) injected axial section and (b) coronal section, acquisitions
at portal time. Extension of the thrombus to the portal trunk during the follow-up (arrow): (c) injected axial section, acquisition at portal
time.
Table  3 Evolution  of  the  thrombus  between  the  initial
CT  scan  and  the  ﬁnal  CT  scan  according  to  the  three
territories  deﬁned.
Territory  Initial  CT  scan  Final  CT  scan
PT  16/23 11/23  (10  +  1)a
SMV  18/23  15/23  (14  +  1)a
SMTerr  10/23  11/23  (9  +  2)a
CT: scan; PT: portal trunk; SMV: superior mesenteric vein;
SMTerr: splenomesenteric territory.
a Initially thrombosed territory + extension to the territory con-
sidered in the ﬁnal CT scan.
Table  4 Evolution  of  the  16  acute  thromboses  of  the
portal  trunk  between  the  initial  CT  scan  and  the  ﬁnal  CT
scan  according  to  the  aetiology.
Acute  thromboses  of
the  portal  trunk
Initial  CT
scan
n  (%)
Final  CT
scan
n  (%)
Cirrhosis  (n  =  6)  5  (83)  4  (67)
Blood  diseases  (n  =  4)  4  (100)  4  (100)
Locoregional
inﬂammation/infection
(n  =  8)
3  (37,5)  0
Locoregional  surgery  (n  =  1)  1  (100)  0
Idiopathic  (n  =  4)  3  (75)  2  (50)
p
d
aDiscussion
The  anatomical  and  radiological  evolution  of  ﬁbrinocruoric
thromboses  of  the  portal  system  in  23  patients  during
the  ﬁrst  year  of  monitoring,  when  comparing  the  ﬁnal
CT  scan  with  the  initial  CT  scan  demonstrated  that,  all
causes  included,  30%  (7/23)  of  the  patients  beneﬁted  from
restitutio  ad  integrum  of  the  portal  system.  The  initially
thrombosed  portal  trunk  repermeabilises  in  37.5%  (6/16)  of
the  patients  and  a  cavernoma  formed  in  6  patients.
The  data  is  rare.  Most  past  studies  are  retrospective
and  include  a  small  number  of  patients.  Only  one  major
m
pTotal  (n  =  23)  16  (70)  10  (43.5)
rospective  study  on  non-cirrhotic  portal  vein  thromboses
escribed  their  radio-anatomical-clinical  evolution  [9].
On  the  technical  level,  three  types  of  imaging  are  avail-
ble  in  the  acute  phase:  Doppler  sonography,  CT  scan,
agnetic  resonance  imaging  [10,11].
This  study  is  based  on  a  CT  scan  obtained  during  the  acute
hase  and  the  follow-up  phase  to  analyse  the  location  of  the
584  J.  Attali  et  al.
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tigure 3. Collateral peri-portal network forming a portal cavernom
t portal time.
ortal  vein  thrombus  and  its  outcome  since  the  CT  scan  has
ecome  the  reference  examination  for  the  analysis  of  the
ntire  portal  system.  This  homogeneity  of  the  imaging  used
n  the  analysis  of  the  permeability  was  not  found  in  Plessier’s
t  al.  study  [9].
The  analysis  of  the  thrombosed  territories  shows  that
mpairment  of  the  portal  trunk  was  found  in  70%  of  the
atients,  whether  isolated  (13%)  or  associated  (57%)  with
 thrombosis  of  another  territory.  The  most  common  initial
ocation  was  impairment  of  the  PT  associated  with  that  of
he  SMV,  as  noted  in  35%  of  the  patients.  The  relationship
etween  the  location  and  the  aetiology  of  the  thrombotic
pisode  was  not  assessed  due  to  the  low  number  of  patients.
The  outcome  of  thrombosis  of  the  portal  system  and  the
volution  of  the  thrombosis  of  the  portal  trunk  as  a  function
f  the  aetiology  were  rarely  indicated.
In  a  study  on  the  evolution  of  portal  system  thromboses
n  33  patients,  Condat  et  al.  [12]  demonstrated  that  recana-
isation  was  observed  in  25  of  the  27  patients  receiving  an
ffective  dose  of  anticoagulation  (93%)  and  in  neither  of  the
wo  patients  not  receiving  anticoagulation.  Nevertheless,
he  imaging  technique  and  the  follow-up  were  not  speci-
ed.  In  addition,  the  aetiology  of  the  acute  thromboses  was
ainly  pylephlebitis,  differing  from  the  patients  included  in
he  present  study.  The  patients  were  monitored  in  a  random
anner  with  the  CT  scan,  echo-Doppler,  echo-endoscopy  or
ngiography,  or  a  combination  of  these  different  techniques.
Only  one  prospective  study  including  102  patients  with-
ut  cirrhosis  and  thrombosis  of  the  portal  system  described
heir  radio-anatomical-clinical  evolution  [9].  After  one  year,
n  the  95  patients  treated  by  anticoagulants,  the  rate  of
ecanalisation  of  the  portal  trunk  or  its  branches  was  38%,
nd  that  of  the  superior  mesenteric  vein  and  the  splenic  vein
ere  61  and  54%  respectively.  The  portal  system  was  totally
ermeable  in  20%  of  the  patients.  There  was  no  link  between
he  aetiology  and  the  repermeabilisation  of  the  portal  trunk.
owever,  the  follow-up  protocol  by  imaging  was  not  stan-
ardised,  even  though  the  re-examination  of  the  imaging
as  centralised.
r
m
orow): (a) axial section and (b) injected coronal section, acquisitions
The  present  study  shows  that  30%  of  the  patients  ben-
ﬁted  from  restitutio  ad  integrum  of  the  entire  portal
ystem.  In  case  of  thrombus  of  the  SMV,  only  22%  (4/18)  of
he  SMV  were  repermeabilsied  compared  with  a  rate  of  61%
n  Plessier’s  et  al.  study.  This  may  be  related  to  the  differ-
nce  in  population  in  the  two  studies,  in  particular  with  the
nclusion  of  patients  with  cirrhosis  in  the  present  study.  This
ifference  may  also  be  related  to  the  imaging  techniques
sed  as  they  differ  in  the  two  studies.  In  case  of  thrombus
f  the  portal  trunk,  total  lysis  was  observed  in  37.5%  (6/16)
f  the  patients,  compared  with  a  rate  of  30%  in  Plessier’s
t  al.  study  [9],  avoiding  the  development  of  a cavernoma
nd  its  complications.  A  cavernoma  developed  in  6  of  the
0  patients  with  a  portal  trunk  that  remained  thrombosed
n  the  ﬁnal  CT  scan.  It  is  difﬁcult  to  compare  these  results
ith  those  reported  by  Plessier  et  al.  [9]  since  our  popu-
ation  included  patients  with  cirrhosis  and  the  number  of
atients  did  not  allow  for  an  actuarial  analysis  of  the  results
fter  one  year.  As  regards  the  rate  of  cavernoma,  for  Plessier
t  al.  40%  of  all  portal  thromboses  evolved  into  a  cavernoma
hile  70%  of  the  of  the  thrombosed  portal  trunk  or  branches
ere  not  repermeabilised.
In  the  present  study  6/10  (60%)  of  the  thromboses  of
he  portal  trunk  evolved  into  a  cavernoma.  Therefore,  this
ssumes  that  all  thromboses  of  the  portal  trunk  do  not  evolve
nto  the  formation  of  a  cavernoma.
A  signiﬁcant  relationship  between  the  aetiology  and  the
adiological  outcome  of  the  thrombosis  of  the  portal  system
as  not  established  due  to  the  low  number  of  patients  in
his  study.  The  search  for  links  between  the  location  and
utcome,  location  and  aetiology,  aetiology  and  outcome,
equire  a  large-scale  prospective  study.  The  demonstration
f  such  links  may  guide  radiologists  and  clinicians  in  their
iagnostic  approach  in  the  identiﬁcation  of  a  thrombus  of
he  portal  system  and  the  organisation  of  patient  follow-up.
Nevertheless,  this  study  has  several  limitations.  It  is  a  ret-
ospective  study  including  a  small  number  of  patients.  The
anagement  of  the  anticoagulant  treatment,  the  practice
f  a  thrombophilia  assessment  and  the  scheduling  of  the
bosis
[
[Computed  tomography  follow-up  of  acute  portal  vein  throm
follow-up  CT  scans  were  left  up  to  the  practitioner  in  charge
of  the  patient.
Conclusion
This  is  the  ﬁrst  study  to  describe  the  anatomical  and  radio-
logical  evolution  of  a  thrombosis  of  the  portal  system  with
a  CT  scan  during  the  follow-up.
In  this  study,  only  one  third  of  the  patients  permeabilise
their  portal  system,  in  particular  the  portal  trunk,  in  spite
of  effective  anticoagulation  treatment.
A  prospective,  multicentric  study,  comprising  a  deﬁned
schedule  of  follow-up  CT  scans  has  to  be  set  up  in  order
to  search  for  a  relationship  between  the  territory  ini-
tially  impaired,  the  cause  and  outcome  of  the  thrombus.
An  improvement  in  the  prescription  of  the  anticoagulant
treatment  in  accordance  with  the  recommendations  and  a
homogenization  of  the  thrombophilia  assessments  should  be
systematic.
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